A 28-year-old man, a tenor with an imminent operatic performance, presented with a 5-day history of malaise, chest tightness, and cough that produced greenish sputum. He said he had experienced increased fatigue and breathiness with singing, but he denied any change in projection or range. He had taken a quinolone antibiotic and a mucolytic for 3 days with minimal relief of symptoms.
A 28-year-old man, a tenor with an imminent operatic performance, presented with a 5-day history of malaise, chest tightness, and cough that produced greenish sputum. He said he had experienced increased fatigue and breathiness with singing, but he denied any change in projection or range. He had taken a quinolone antibiotic and a mucolytic for 3 days with minimal relief of symptoms.
The patient's history included childhood asthma, laryngopharyngeal refl ux (LPR), temporomandibular joint disease, and bilateral vocal fold masses that had been discovered 2 years earlier. He was taking a proton-pump inhibitor and an H 2 blocker for the LPR.
Strobovideolaryngoscopy revealed the presence of bilateral vocal fold masses and moderate erythema of the true vocal folds, false vocal folds, and posterior larynx consistent with both LPR and an acute infectious process (fi gure, A). Upon abduction of the vocal folds, hyperemia and infl ammation of the superior trachea were seen (fi gure, B).
The diagnosis of acute tracheitis was made, and relative voice rest was prescribed. The decision to exercise caution and cancel the patient's upcoming performances was infl uenced by the presence of the vocal masses, the undertreated LPR, the inherent vocal stress, and the patient's singing technique; the inconvenience associated with canceling his performances was also considered. The patient was given an antibiotic for acute tracheitis and medications for symptomatic relief of his cough. James A. Heilman, BA; Swapna K. Chandran, MD; Robert T. Sataloff, MD, DMA, FACS 
